MY experience of reconstructing the urethra is based on the technique which I described in the British Journal of Urology, 1952, 24, 229. This method, which is dependent on the preliminary removal of all diseased tissue, is particularly applicable to severe stricture of the urethra where fistula have tracked into the surrounding tissues and perhaps caused abscess formation and fibrosis extending from the perineum to the penis. The method may also be applied to other diseases of the urethra which require radical surgery.
removed. Where the urethra has been cut either in front or behind, it is most important to obtain accurate anastomosis of the urethral mucosa to the skin. Occasionally parts of the roof of the urethra may appear sufficiently healthy to be left, and the skin edges are sutured to this on either side.
Once the skin edges have healed the reconstruction of the urethra can proceed, and it is based on the principle that a strip of skin or epithelium, when isolated and buried, forms a longitudinal tube. In this way a strip is outlined extending from the proximal to the distal urethral orifices. The strip is left attached to the deep tissues, but the lateral skin edges are undermined and brought over the strip to bury it. Again, in favourable circumstances, healing of the overlying skin should take place by first intention, leaving a second linear scar covering the epithelial tube which is to form the' new urethra. In this way we have found that a useful urethra can be built up allowing the patient to lead a reasonably normal life.
In "Modern Trends in Urology" (1953) , edited by E. W. Riches, a rather similar technique is described by Bengt Johanson on p. 344. He splits the urethra along its ventral aspect backwards as far as may be necessary to divide the stricture, and then sutures the skin edges to the exposed urethral mucosa. When healing has taken place a strip of skin and epithelium is buried to form a new urethraas in the Denis Browne operation for hypospadias. In dealing with the scrotal urethra-Johanson draws the skin of the anterior surface of the scrotum backwards underneath the scrotum, and fixes it to the cut edges of the urethra to repair a stricture in the bulb. The scrotum is not split.
Using the method I have described, I have operated on 19 cases (Table 1) . These cases were chopen for their difficulty so that the operation could have a severe trial. Our experience of urethroplasty is, on the whole, fairly satisfactory. We have found several practical difficulties which need some description.
Firstly, it is obvious that diversion of the urinary stream is necessary, and in most of these cases a suprapubic cystostomy has been used throughout. In 2 cases posterior urethrostomy was used during the first stage, and a suprapubic cystostomy during the second stage. This may be a better way of draining the bladder than by suprapubic cystostomy in both stages. A Foley catheter brought out through the proximal opening when the urethra has been cut in the bulb, or even in the membranous urethra, helps to get accurate union between the mucosa of the membranous urethra and the perineal skin. It acts as a splint during this process.
In the early cases when the strip was being buried the skin edges on either side were approximated by transfixion with a silk suture held in place by beads and aluminium stoppers, as in the Denis Browne operation for hypospadias. In one or two cases the epithelium grew along one or more stitch holes extraordinarily quickly setting up a secondary fistula, and latterly I have used Michel clips for this purpose, leaving them in for seven days, and I think they are more satisfactory.
If fistule have formed during the second stage, either from a stitch hole becoming epithelialized, or as a result of infection in bad cases, it has been easy to excise the fistulk down to the new urethra and close the skin over it, and no further trouble has been experienced.
It is a little difficult to estimate the optimum width of the strip of skin. On the whole I have tended to cut too wide a strip and the urethra has, accordingly, been a little capacious, especially in the scrotum. This has its disadvantages in that the tube which is not surrounded by muscle has no power to expel its contents as in the normal urethra, and after micturition a little urine may remain in this dilated portion and cause a slight dribble afterwards. This disadvantage is readily overcome by instructing the patient to express the residual urine manually after micturition.
I have had no trouble arise from hair formation in the new urethra. The hair follicles atrophy, and at urethroscopy a few weeks after the new urethra has been in action, the most that has been seen are a few tenuous hair filaments with no phosphatic deposit on them.
A serious difficulty has been the amount of sweating that goes on in the perineum and scrotum, and this has tended to make the skin a little sodden, and in some cases to delay healing. We have found no satisfactory way to overcome this beyond very frequent baths and dressing with dry gauze and boric powder, and infra-red rays.
The interval of time which elapsed between the first and second stages in these cases has usually been four to six weeks. This may be too soon, but when the skin edges are nicely healed at the end of the first stage I have seen no reason to delay proceeding with the second stage.
During the second stage, while healing is going on, it is common to have some purulent discharge from the external meatus. This I believe comes from the granulation tissue on the undersurface of the skin flaps over which the new epithelium grows. It slowly ceases in about ten to fourteen days, and I think it is a good indication that healing has been completed inside, but I do think it is important to prevent the meatus from crusting over with this discharge and so damming up the pus.
We have, for our own satisfaction, urethroscoped these cases several times after operation, and have been fairly satisfied with what we have seen. The epithelium looks almost white and quite smooth, and with, as I have said, a few fine hairs at times. We have passed bougies for our own information in most cases. Sometimes they are difficult to introduce, not because of any narrowing at the junction of the new and old urethra, but because of some irregularity there. Once this has been negotiated the bougie usually proceeds easily.
In some cases which have been transferred to us with a suprapubic cystostomy already established for some time, we have had difficulty with phosphatic stone formation in the bladder, and chronic cystitis, and this is one of the disadvantages of having a long-standing suprapubic cystostomy.
It is a disadvantage of reconstruction of the urethra that it means multiple operations and a long stay in hospital, but the patients we have dealt with have been happy to undergo this after years of frequent dilatation with bougies, and often abscesses and fistulae. This procedure offers hope to these people, and the ones we have been successful in treating are amongst our most grateful patients.
Mr. Denis Browne thought that the name of R. Hamilton Russell should be mentioned as "the onlie begetter" of these ensuing operations. His technique (1915, Brit. J. Surg., 2, 375) for the excision of strictures depended on the idea that a strip of mucosa must, if buried, inevitably form itself into a tube. This operation would have had the recognition it deserved if more surgeons had refrained from improving it by sewing the urethra into a tube roundcatheter, with the inevitable result of getting another stricture. The technique of Bengt Johanson (1953, Acta chir. scand., Suppl. 176), who was the first to adapt his (Denis Browne's) operation for hypospadias to the cure of urethral strictures, differed from that of Mr. Swinney in preserving the mucosa of the strictured area instead of excising it. In a congenital stricture he (D. B.) had kept the wound open to allow the mucosa to spread and then buried it with good results. He suggested that this variation might be worth trying. Mr. Thomas Moore said he had found the method simple and satisfactory. Surely, however, there was no need to use an inlying catheter after the first stage? He allowed the patient to pass urine spontaneously through the created hypospadias. Did Mr. Swinney know why Johanson had devised his complicated procedure? Was it because in a very posterior stricture there was not sufficient elasticity of the perineal skin to allow the burying of a strip in the final stage of the operation?
Mr. E. W. Riches said that he had carried out a number of operations in which he had tried to follow Johanson's technique, and with the posterior strictures it was rather complicated to make the scrotal funnel and to get it accurately opposed to the urethra. The opening tended to contract and after six weeks a very narrow orifice into the urethra was found, without necessarily stenosis of the urethra itself. Mr. Riches wondered now whether the scrotal funnel had been necessary in all these cases because if one could do without it the operation was obviously very much simpler.
The President said that in the recent past, at any rate, stricture cases were very often looked after by junior residents and perhaps did not receive individual attention. His own feeling was that a patient who had to be dilated as often as monthly, needed other treatment.
He favoured a more aggressive surgical attitude. Urethrograms were useful but sometimes a little difficult to interpret. In many cases he preferred to make a permanent perineal opening in the bulbous urethra proximal to the stricture. Such an opening was easy to keep patent, and the stay in hospital after the operation was short.
Mr. Swinney, in reply, said that Mr. Moore might well be right in that there was no need to have an inlying catheter after the first stage. However, a catheter did help to keep a rather moist area dry.
With wide undercutting of the perineal skin he had never had any difficulty in burying a strip of skin in that situation.
Seminal Tuberculosis
By HOWARD G. HANLEY, M.D., F.R.C.S. IN the last few years genito-urinary tuberculosis has become a fruitful field for research in conservative surgery with a much more hopeful prognosis.
The primary genito-urinary lesion in most cases is in the kidney, but some people believe it can be in the prostato-vesicular region, or in the epididymis. Whichever is correct, I would stress the importance of the prostate and vesicles as a source of symptomless latent infection. Whether it is possible clinically to separate prostatic from vesicular involvement I do not know.
Semb (1953) mentions that in a group of 54 men with renal tuberculosis, the prostate was involved in 30, the vesicles in 3 and the epididymes in 11, but he does not say how he decided that only the prostate or only the vesicles were involved in some of the cases. Rectal palpation may give adequate evidence of a positive nature, but I think it is valueless as a means of excluding a lesion in either organ.
Tubercle bacilli in the seminal ejaculate fluid could come from the epididymes, the vesicles or the prostate. Where there is no clinical evidence of epididymal involvement I am assuming that the bacilli come from the vesicles or prostate or both, but I do not think it is possible to differentiate any further than this in most cases, and I have therefore called this seminal tuberculosis.
The importance of seminal tuberculosis lies in the fact that not only may it provide the earliest proof of a tuberculous infection, but it may also lie dormant for very many years in an otherwise healthy and unsuspecting patient. Ross (1953) and Gow (1953) reported in the B.A.U.S. review that 53% of the male patients had a genital lesion of some sort, 28 being epididymal. In the Institute of Urology Mr. C. I. Murphie and I have recently carried out a review of all Ministry of Pensions cases of g.-u. tuberculosis recorded since 1940, and it is clear -that 35 % of the men concerned reported to their medical officer because of a swelling in the scrotum. In many instances this had been present from three to six months. The history and clinical examination revealed other lesions in keeping with the B.A.U.S. series, but it was the epididymis which convinced the man that something was wrong. A careful review of the case notes shows that over 11 % of these men. were diagnosed as having non-specific epididymo-orchitis and were returned to their units for some months before the correct diagnosis was established.
There is no need to be hypercritical of this fact. In the absence of any other obvious tuberculous lesion, I do not know how one diagnoses an acute tuberculous epididymitis before it either develops a sinus or settles down into a hard nodular lump. The most thorough urine examination may not reveal tubercle bacilli in these early cases, or in fact at any time if the urinary tract is not actively involved, but there is no doubt that the majority of these early acute cases will have tubercle bacilli in the ejaculate.
In recent months I have seen several such acute cases, chiefly in young National Service men. The acute stage subsided so rapidly in one man that he was returned to his unit in three weeks following a completely negative urological investigation. However, after six weeks his seminal fluid culture grew tubercle bacilli and he was promptly recalled. He still had no clinical signs. His prostate and vesicles felt normal on palpation and his epididymal thickening was certainly not diagnostic of tuberculosis. But again his ejaculate contained tubercle bacilli and he is now on a prolonged antibiotic course. Surely this is the type of case where we may hope to cure a genito-urinary lesion with sanatorium and antibiotic therapy.
Epididymo-orchitis is now such a rare complication of gonorrhea that an epididymitis in a young man to-day is probably a coliform or a tuberculous infection. A coliform infection can produce an
